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A NEW INEQUITY-IN-HEALTH INDEX BASED ON MILLENIUM
DEVELOPMENT GOALS: METHODOLOGY AND VALIDATION
Eslava-Schmalbach JH1, Alfonso H2, Oliveros H3, Gaitan-Duarte H1, Agudelo C1
1National University of Colombia, Bogota, D.C, Colombia, 2Unversity of Western Australia, 
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Colombia
OBJECTIVES: Developing a new Inequity-in-Health Index (IHI) assuming inequity as
“ ’inequality of health outcomes,’ ” based on Millennium Development Goals (MDG). 
METHODS: Ecological study. Countries from around the world were included from 
United Nations, the World Bank, and a nonproﬁ t organization’s databases. The reli-
ability and validity of this bidimensional IHI was tested. Main factor analysis (promax
rotation) and main component analysis were used. RESULTS: IHI was constructed 
with six variables: underweight children, child mortality, death from malaria in children
aged 0–4, death from malaria at all ages, births attended by skilled health personnel, 
and immunization against measles. The IHI had high internal consistency (Cronbach’s 
alpha  0.8504), was reliable (Spearman rho  0.9, p  0.0000), and had a value of 
0.3033 around the world (range: 0–0.5984). IHI had high correlation with the human
development and poverty indexes, health gap indicator, life expectancy at birth, prob-
ability of dying before 40 years of age, and Gini coefﬁ cients (Spearman rho  0.7,
p  0.0000). IHI discriminated countries by income, region, indebtedness, and corrup-
tion level (Kruskal Wallis, p  0.01). IHI had sensitivity to change p  0.0000) CON-
CLUSIONS: IHI is a bidimensional, valid and reliable index to monitor MDG. A new 
reliable methodology for developing bidimensional indicators is shown, which could
be used for constructing other ones with their corresponding scores and graphs.
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IN HUNGARY
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Molnár A5, Sebestyén A5
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OBJECTIVES: On the February 15, 2007 new forms of co-payment were introduced
in Hungary: visit fee (HUF300/visit nÖ 1.1 Euro) in the outpatient care and hospital 
daily fee (HUF300/day nÖ 1.1 Euro) in the inpatient care. Both regulations were 
withdrawn by a nationwide referendum as of April 2008. The aim of this study is to
analyze the effect of the withdrawal of hospital daily fee on the number of inpatient 
admissions to acute care hospital wards in Hungary. METHODS: The data derive 
from the ﬁ nancial database of the National Health Insurance Fund Administration 
(OEP) of Hungary covering the period of 2006–2008. We analyzed the number of 
admissions during a 7-month period before (from September 2007 to March 2008) 
and after (from April 2008 to October 2008) the withdrawal of daily fee. RESULTS:
During the 7-month period before the withdrawal of hospital daily fee the total
number of admissions was 1.245.605, while during the 7-month period after the 
withdrawal of daily fee it increased to 1.284.430. The average monthly number of 
admissions was 177.944 before and 183.490 after the withdrawal of daily fee. Both 
represent a 3.1% increase in the number of acute care admissions. CONCLUSIONS:
The withdrawal of hospital daily fee in the Hungarian inpatient care resulted in a
signiﬁ cant increase (3.1%) of acute inpatient care admissions on a short-term.
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Ko˝rösi L1, Kövi R1, Varga S2, Sebestyén A3, Kriszbacher I2, Betlehem J2, Brodszky V4, 
Karpati K4, Molnár A3, Boncz I5
1National Health Insurance Fund Administration (OEP), Budapest, Hungary, 2University of 
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4Corvinus University of Budapest, Budapest, Hungary, 5University of Pécs, Pécs, Hungary
OBJECTIVES: On February 15, 2007 new forms of co-payment were introduced in 
Hungary: visit fee (HUF300/visit) in the primary and outpatient care and hospital
daily fee (HUF300/day) in the inpatient care. The aim of this study is to analyze the 
effect of the introduction of visit fee on the number of patient-visits to general practi-
tioners in Hungary. METHODS: The data derive from the ﬁ nancial database of the
National Health Insurance Fund Administration (OEP) of Hungary covering the
period of 2006–2008. We analyzed the number of patient visits during a 6-month
period before (from September 2006 to February 2007) and after (from March 2007 
to August 2007) the introduction of visit fee. RESULTS: During the 6-month period
before the introduction of visit fee the total number of visits was 33,694,339, while 
during the 6-month period after the introduction of visit fee it decreased to 24,901,693. 
The average monthly number of visits to general practitioners was 5,615,723 before 
and 4,150,282 after the introduction of visit fee. Both represent a 26.1 % decrease in 
the number of visits to general practitioners. CONCLUSIONS: The introduction of 
visit fee in Hungary resulted in a signiﬁ cant decrease of patients’ visits to general
practitioners. However we do not have information whether visits failed to be realized
were really unnecessary or not. Other elements of the health care reforms could have 
also inﬂ uenced the number of visits.
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REGIONAL VARIATION IN MEDICAID ENROLLMENT AMONG
MEDICAL EXPENDITURE PANEL SURVEY (MEPS) POPULATION
Zhao Y
Tulane University, New Orleans, LA, USA
OBJECTIVES: Each state sets its own guidelines regarding eligibility and services for
Medicaid. Therefore, people with similarly low socioeconomic status across the dif-
ferent states may not be of the same likelihood to enroll in Medicaid. State policies 
proposed to address uninsured population include the expansion of Medicaid pro-
grams. This study aimed to examine the demographic and geographical factors inﬂ u-
encing the Medicaid enrollment for a representative sample of non-institutionalized 
population in the US. METHODS: This study used the household survey data from
the Medical Expenditure Panel Survey (MEPS) (2006, Panel 5&6) to explore the pre-
dictors for enrollment of Medicaid programs. The study population (n  2879) was 
deﬁ ned as males, 19–64 years old, and with the income of, and lower than middle 
level (family income as a percentage of poverty). The cut-off of middle poverty level
was used, according to some state eligibility criteria as high as 300% federal poverty 
line. Females were excluded in order to eliminate pregnancy-related Medicaid enroll-
ment. Chi-square tests were performed on age, marital status, employment status, 
education level, and region compared to those who reported no insurance coverage 
over the year. A stepwise logistic model was also applied to identify predictors from 
the descriptive analyses. RESULTS: Among the MEPS male respondents, 27% of 
people reported their enrollment in Medicaid in 2006. People with older age and being 
unemployment were more likely to be enrolled in Medicaid programs. Compared to 
people from South region, those from Northeast, Mid-west, and West regions were 
more likely to be Medicaid enrollees [Odds Ratios (Conﬁ dence Interval): 3.598(2.686, 
4.822), 2.591(1.955, 3.434) and 2.941(2.349, 3.681), respectively]. CONCLUSIONS:
The states in regions other than the South were more likely to help poor people
enrolled into Medicaid. This study suggested that a Medicaid expansion of Medicaid
enroll in the South among the currently uninsured population is warranted.
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OBJECTIVES: Examining the power (ability) of classical epidemiological estimators 
to rate inequalities in health in univariate and composite ways. METHODS: Ecologi-
cal study. Estimators used to show disparities were ratio, excess risk, attributable risk 
(AR) and relative difference. All of them were weighted by population size. Kappa
concordance coefﬁ cient was used between weighted estimators and weighted Gini 
coefﬁ cients for each health outcome used. Cumulative variance at ﬁ rst factor in prin-
cipal component analysis was used for determining the estimators’ suitability for use 
in a composite index. Twenty-four high-income OECD (Organisation for Economical 
Cooperation and Development) countries, between 1998 to 2002 were included. Data 
were obtained from OECD health data for 2004 (3rd edition). Data concerning child 
mortality and gross domestic product (GDP) were obtained from World Development
Indicators for 2005 on CD-ROM. Main outcomes compared among countries were: 
maternal mortality, child mortality, infant mortality, low birth weight, life expectancy,
measles’ immunisation and DTP immunisation. RESULTS: Ratio and AR ranked 
maternal mortality as being the condition having the most disparity; risk excess ranked
vaccination programmes and relative difference ranked low birth weight as being the 
worst condition. There was concordance in the ranking of inequities among ratio, AR 
and Gini coefﬁ cients (p  0.05). Cumulative variance in the ﬁ rst factor was higher for
ratio and AR when they were used for constructing a composite index. CONCLU-
SIONS: Ratio and AR were better than risk excess and relative difference for measur-
ing disparities in health and constructing composite inequity in health indexes.
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OBJECTIVES: On the February 15, 2007 new forms of co-payment were introduced
in Hungary: visit fee (HUF300/visit nÖ 1.1 Euro) in the outpatient care and hospital 
daily fee (300 HUF/day nÖ 1.1 Euro) in the inpatient care. Both were withdrawn by 
the Hungarian government from April 2008 following the results of a nationwide 
referendum. The aim of this study is to analyze the effect of the withdrawal of visit 
fee on the number of patient-visits to outpatient care departments in Hungary. 
METHODS: The data derive from the ﬁ nancial database of the National Health
Insurance Fund Administration (OEP) of Hungary covering the period of 2006–2008. 
We analyzed the number of patient visits during a 7-month period before (from Sep-
tember 2007 to March 2008) and after (from April 2008 to October 2008) the with-
drawal of visit fee. RESULTS: During the 7-month period before the withdrawal of 
visit fee the total number of visits was 30.964.155, while during the 7-month period
after the withdrawal of visit fee it decreased to 29.812.259. The average monthly 
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number of outpatient visits was 4,423,451 before and 4,258,894 after the withdrawal
of visit fee. Both represent a 3.7% decrease in the number of outpatient visits. CON-
CLUSIONS: The withdrawal of visit fee in the Hungarian outpatient care resulted in 
a signiﬁ cant decrease of outpatient visits on a short term. The reason of this contradic-
tory result can be that other elements of the health care reforms could have also 
inﬂ uenced the number of outpatient visits. For example the scare health care budget 
can be another limitation towards patient visits. Further investigation is needed to
clarify the long-term effect of visit fee withdrawal.
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EVALUATING COST/EQUITY IN THE COLOMBIAN HEALTH SYSTEM, 
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OBJECTIVES: An economic analysis of cost-equity (from society’s viewpoint) for
evaluating the impact of Law 100/93 in Colombia between 1998 and 2005. 
METHODS: An economic analysis compared costs and equity in health in Colombia
between 1998 and 2005. Data was taken from the Colombian Statistics’Administrati
on Department (Departamento Administrativo Nacional de Estadistica – DANE) and
from national demographic and health surveys carried out in 2000 and 2005. Informa-
tion regarding costs was taken from the National Health Accounts’System. Inequity
in Health was considered in line with the Inequity in Health Index (IHI). Incremental 
and average cost-equity analysis covered three sub-periods; 1998–1999 (during which
time per capita gross internal product became reduced in Colombia), 2000–2001
(during which time total health expense became reduced)and 2001–2005. RESULTS:
An unstable tendency for inequity in health becoming reduced during the period was 
revealed. There was an inverse relationship between IHI and public health spending 
and a direct relationship between out-of-pocket spending on health and equity in 
health (Spearman, p  0.05). The second period had the best incremental cost-equity 
ratio. CONCLUSIONS: Fluctuations in IHI and marginal cost-equity during the
periods being analysed suggested that health spending and equity in health in Colom-
bia were related during the period being studied.
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OBJECTIVES: To describe pocket expenditures in health’ trends in people with dif-
ferent socioeconomic positions, in Colombia, in 1997 and 2003. METHODS: Data 
about total pocket expenditures in the period were taken from Health National 
Accounts. Data about pocket expenditures were taken from Household Survey, 1997 
and Quality of Life Survey, 2003. A descripción of porportion of households with
pocket expenditures in health cathegorised by socioeconomic position, is showed, for
each one of the surveys. RESULTS: Although, pocket expenditures in health decreased
between 1993 and 2005, in 1997 differences between high and low socioeconomical
clasiﬁ cation individuals were found. A higher proportion of households from the
lowest socioeconomical position had pocket expenditures in health than households 
from the highest socioeconomical households, to pay hospitalization and vaccines. As 
a proportion of their incomes, households from the lowest stratum payed more than 
households from the highest stratum for getting drugs, medical and dentistry consulta-
tion. Pocket expenditures ﬂ uctuated between 0.07% and 25.25% of their incomes, 
related with the kind of attention payed. In 2003, individuals from the ﬁ rst incomes
decil spent 24% of their incomes whilst individuals from the 10th decil spent 7% of 
their incomes, to get all kind of speciﬁ c attentions in health. The pocket expenditure 
as a proportion of their incomes, was 5 times higher for 1st decile individuals than
for 10th decil’s, in the four main metropolitan areas. CONCLUSIONS: Pocket expen-
ditures differences are evident between people cathegorised by socioeconomic position, 
being higher for the poorest people. Health Reforms’ impact on Pocket expenditures 
in health in Colombia hasn’t been the same for all people, and probably it has bene-
ﬁ tted more to subjects with better socioeconomic position.
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OBJECTIVES: Reviewing the ﬁ nancial mechanisms for health system in developing 
countries is crucial especially when many developing countries are experiencing, or 
deciding to have a health reform, with special attention to the ﬁ nancing system. This 
paper is to present the impact of NHIF on performance of the Sudan Health System. 
METHODS: This is a descriptive and analytical study using secondary data collected
by the NHIF and Federal Ministry of Health, Sudan. RESULTS: Since the Indepen-
dence in 1956 till 1990, the Sudanese had enjoyed health care services free of charge. 
In 1990, according to the economical hardship and war, Sudan introduced a fee for
all essential social services including primary education and health care. The introduc-
tion of the fee to an already poor society decreased access and did not improve quality
in the public facilities. The for-proﬁ t private sector had been promoted to improve the 
health care quality. However, the equity issue was not on the policy agenda. To manage
the social impact of privatization of health care, the government implemented a Social
Health Insurance Corporation (lately Fund) in 1994, to protect people from the risk 
of the out of pocket payment, and to improve the quality of health care. The NHIF 
has come with promising results with regards to efﬁ ciency and equity. The coverage 
in 2007 had reached 25.5% of the targeted population, with administrative cost con-
stituted only 10.7% and medical services of 64.5%.The users proﬁ le skewed towards 
the poor and marginalized groups. CONCLUSIONS: Although the implementation 
of the Social Health Insurance is recommended as a health ﬁ nancial mechanism for
countries with better socio-economic indicators, Sudan NHIF no doubt has a signiﬁ -
cant role in improving the access and quality of health care, with very innovative 
methods in protecting the poor. The experience may be of use in many other develop-
ing countries.
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OBJECTIVES: An increasing number of health care systems, both in developed 
and developing countries are using results from economic evaluations to inform deci-
sions on including pharmaceuticals in their reimbursing lists. In Iran, however, lack 
of clear guidelines that fully describe the submission process on the one hand and the 
existence of different decision making bodies on the other hand lead to inefﬁ ciency
and dissatisfaction among insurance and pharmaceutical companies, as well as the
public. This paper evaluates the Iranian current pharmaceutical policy on pharmaceu-
tical inclusion in insurance reimbursement lists and proposes a framework for a
more systematic and reliable process to solve this problem. METHODS: We ﬁ rst
capture the current situation by conducting a number of exploratory interviews 
and reviewing relevant ofﬁ cial rules and regulations documents; thereafter, within a 
comparative study, we evaluate the performance of a number of developed countries
including Australia, UK, France, and Germany, in addition to Turkey as a developing
country, in terms of a number of pre-deﬁ ned themes. Coming to an agreement on 
the conceptual framework, we then devised a framework for the inclusion of phar-
maceuticals in health insurance beneﬁ t package for Iranian Social Security Organiza-
tion, detailing the processes, forms and timing of the process. The framework was
ﬁ nalized using a Delphi technique. RESULTS: The resulted framework consists of a
secretariat, an advisory committee and a temporary committee of three consultant
physicians. The secretariat has the responsibility to receive the drug submissions 
and insures of the completeness of subscribed ﬁ les in addition to communicating with
the drug companies. The advisory committee assesses the ﬁ le and makes the ﬁ nal
decision with the help of three independent physicians. CONCLUSIONS: Current 
system of including pharmaceuticals in insurance beneﬁ t package suffers from lack of 
integration and clarity and the need to implement a clearer and more predictable 
system is evident.
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OBJECTIVES: Dispensing is an important pharmacist’s role but in some countries the 
role is still played by physician. The perceived negative society beneﬁ t is seen as the 
main reason for the government reluctance in implementing the separation in Malay-
sia. This pilot study aims to assess the society value of pharmacist dispensing service 
using the contingent valuation technique in the State of Penang, Malaysia. METHODS:
Participants were conveniently sampled from malls and were given a self completed 
questionnaire that collects patients demographic information, and knowledge about 
pharmacists dispensing service. Then, they were presented with a description of the
pharmacist’s dispensing service, the risk of medication error in prescription and its 
consequences, and the risk reduction of medication error associated with pharmacist 
intervention. Their willingness to pay (WTP) was later assessed using a contingent
valuation interview which asked their likelihood and maximum WTP amount. 
RESULTS: One hundred members of the public participated, with mean age of 13.86 
years (SD  8.79). Fifty-one percent were women and 46% earned more than
MYR1000 per month. Eight percent of the participants have never visited a commu-
nity pharmacy. Sixty-seven percent of the participants were WTP for pharmacist dis-
pensing service and the median (IQR) amount that participants were WTP for 
community pharmacist’s dispensing service was MYR10 (8, 16). The amount of WTP 
was moderately correlated with their knowledge towards community pharmacist’s
dispensing services (r  0.377, p  0.02). CONCLUSIONS: Generally, the public
valued the pharmacist’s dispensing service. Their acceptance can be further improved
by educating the public on the role of the pharmacist.
